Introduction
Partner notification (also known as contact tracing) is the process of contacting the sexual partners of an individual with a sexually transmitted disease (STD) and advising them that they have been exposed to infection. By this means people at high risk of an STD, many of whom are unaware that they have been exposed, are contacted and encouraged to attend for screening and treatment. Partner notification endeavours to reduce the burden of asymptomatic disease in the community and shorten the average period of infectiousness for a given disease, in the expectation that this will reduce disease transmission within the population. It constitutes one aspect of STD control alongside education and screening and treatment of cases. While partner notification has long been accepted as a cornerstone of STD prevention and control, the human immunodeficiency virus (HIV) epidemic has brought with it debate about the ethics, acceptability and effectiveness of partner notification both for the individuals involved and for society in general. In the context of HIV infection the World Health Organisation has defined partner notification as that public health activity in which sexual partners of individuals with HIV infection and those sharing injecting equipment are notified, counselled about their exposure and offered services.' Partner notification is also relevant for injecting drug users who have been in contact with other parenterally transmitted infections including hepatitis B and hepatitis C through sharing needles with an infected person.
Britain In Britain, partner notification was first documented as a method of STD control in the 19th century. The Contagious Disease Acts of 1864 and 1866 were passed due to the increasing incidence of venereal disease amongst the military.2 Prostitutes incurred the brunt of control measures which included confinement for up to six months. The Acts were repealed in 1868, after campaigning from social reformers.
The high prevalence of syphilis and gonorrhoea in London in the early 20th century Contact slips are still used in many clinics for partner notification of STDs other than HIV. The advantage of this system is that it allows confidentiality of the contact to be preserved. However, the relative effectiveness of using codes on contact slips rather than the actual diagnosis has never been evaluated.
In Britain the majority of partner notifica- ference between the two approaches"3 while the other showed a benefit from conditional referral (conditional referral would need to be offered to eight index patients to identify one additional culture positive partner).'7 An RCT which compared provider with patient referral for patients with non-gonococcal urethritis found that provider referral was more effective36 and that provider referral would have to be offered to only two patients with chlamydia for two additional contacts to be assessed.
Conditionalprovider referral was 4-8 times more expensive than patient referral in these studies.
5) There is weak evidence that trained interviewers are more effective than routine health care workers at identifying partners, but no evidence that this results in practically important benefits. '741 These studies have all been carried out using different methods, in different cultures and health care systems. All are relatively small and show conflicting results for different diseases. This may be as much to do with different interventions and study design as it is to the different diseases. There is still an important place for further randomised controlled trials in this area. Strikingly absent from the literature are any community-based comparison studies which attempt to evaluate the effectiveness of partner notification in reducing the incidence/prevalence of disease in the community.
Acceptability
In order to evaluate the partner notification process, acceptability for the index patient, the contact and the staff involved in the process has been assessed, in a small number of studies.
Index case and contacts Acceptability seems to be determined by two factors, maintenance of confidentiality and availability of treatment. An unacceptable strategy for partner notification could potentially jeopardise the relationship between health care workers and their clients and may succeed in discouraging infected individuals to seek care. Most of the data on acceptability are anecdotal and in relation to partner notification for HIV infection. A study of 25 women with HIV infection in New Jersey showed that 68% of them were willing to give names of their sexual partners to the Health Department as long as their confidentiality would be maintained, whereas only 20% would agree to partner notification if their names were disclosed to the partner.44 In practice though, only 24% of the women had informed partners they had had previous to their HIV positive diagnosis and 52% had informed partners they had had since their diagnosis. A study in South Carolina administered an anonymous, self-completion questionnaire to 132 partners of HIV infected patients, all of whom were informed of their exposure to HIV infection by the public health department.45 When asked if they thought the public health department did the right thing in telling them of their risk, 87% responded "yes". When asked if partner notification by the public health department should continue 97% responded "yes". Acceptability may vary between populations. Pavia et al found in their evaluation of the Utah Partner Notification Programme for HIV infection, that HIV partner notification was less successful in white homosexual and bisexual men compared with other groups. 46 They concluded that this may be due to greater distrust of public health authorities and that homosexual and bisexual men preferred to notify partners without the help of public health workers. In a population well educated about HIV infection and its transmission, partner notification may not be an effective strategy as individuals may be aware of their risk and have made a conscious decision not to be tested. Poulin et al in their evaluation of a partner notification programme for hepatitis B in injecting drug users, noted that desire for more information and the availability of a vaccine, probably assisted cooperation and acceptance. 47 Assessing the acceptability of partner notification for contacts and index cases is further complicated by the fact that it may vary according to when it is carried out, in that it seems likely that the contacts may feel differently about the process immediately after being notified and six months after the event.
Staff A successful partner notification programme will only work if it is acceptable to the staff involved. Prior to the HIV epidemic, the acceptability of partner notification to health care workers was not an issue. The long incubation period and lack of cure, plus the emotional distress and prejudice experienced by those who are HIV positive, has caused the profession to debate the benefits of partner notification for HIV infection. Allen and Hogg in their research for the UK Policy Studies Institute compared the views of doctors, nurses and health advisers on partner notification for HIV infection and for all other STDs. 7 The information was gained through interviews with staff from 20 Index patients should be followed up within a few weeks to assess success of patient referral and to offer further assistance.
4
If necessary, legislation should be introduced to allow mandatory provider referral in certain well defined circumstances.
5
Mandatory naming of partners as an initial part of any partner notification process should be discouraged.
The following recommendations are based on expert opinion 6 Notification of sexual partners for hepatitis B should be done by staff trained in partner notification rather than those trained in enteric diseases.
7
Public health departments should examine process data on partner notification to enhance management decisions about them. 
